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Abstract TheWorldHealthOrganization is currently devel-
oping the 11th revision of the International Classifications of
Diseases andRelatedHealthProblems (ICD-11),with approval
of the ICD-11 by theWorld Health Assembly anticipated in
2018.TheWorkingGroupontheClassificationofSexualDisor-
ders and Sexual Health (WGSDSH)was created and charged
with reviewing and making recommendations for categories
related to sexuality that are contained in the chapter ofMental
and Behavioural Disorders in ICD-10 (World Health Organiza-
tion1992a).Among thesecategorieswas the ICD-10grouping
F65, Disorders of sexual preference, which describes condi-
tions nowwidely referred to as ParaphilicDisorders. This arti-
cle reviews theevidencebase, rationale,andrecommendations
for theproposedrevisions in thisareafor ICD-11andcompares
them with DSM-5. The WGSDSH recommended that the
grouping, Disorders of sexual preference, be renamed to Para-
philicDisorders and be limited to disorders that involve sexual
arousalpatterns thatfocusonnon-consentingothersorareasso-
ciatedwith substantial distressordirect riskof injuryordeath.
Consistent with this framework, the WGSDSH also recom-
mended that the ICD-10 categories of Fetishism, Fetishistic
Transvestism, and Sadomasochism be removed from the clas-
sification and newcategories ofCoercive Sexual SadismDisor-
der, FrotteuristicDisorder,Other ParaphilicDisorder Involving
Non-Consenting Individuals, and Other Paraphilic Disorder
Involving Solitary Behaviour or Consenting Individuals be
added.TheWGSDSH’sproposals forParaphilicDisorders in
ICD-11 are basedon theWHO’s role as a global public health
agencyand the ICD’s functionasapublichealth reporting tool.
Keywords Paraphilic disorders  ICD-11  Paraphilias 
ICD-10  DSM-5  Disorders of sexual preference
Introduction
The World Health Organization (WHO) is the global public
healthagencyof theUnitedNations,whosemission is theattain-
ment of the highest possible level of health by all people. The
WHO’s core responsibilities, ratifiedby international treatyby
the WHO’s 194 member states, include the development of
international classification systems for health and the inter-
national standardizationofdiagnosticprocedures (WHO,2014).
Asanaspectof these responsibilities, theWHOisresponsible for
the International Classification of Diseases and Related Health
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Problems (ICD), currently in its tenth revision (ICD-10) (WHO,
1992b),whichprovidesamandatory framework for theWHO
member states for the collection and reporting of health infor-
mation.TheWHOis currently revising the ICD,with approval
ofICD-11bytheWorldHealthAssemblyexpectedinMay2018.
Inaddition tobeing the internationalstandardforhealth infor-
mation, the ICDisusedbymanymemberstatesasa framework
for defining their responsibilities to provide free or subsidized
health service to their citizens (International Advisory Group
for theRevisionof ICD-10Mental andBehaviouralDisorders,
2011).Asan integralpartof theglobalclassificationforallhealth
conditions, the ICD chapter on Mental and Behavioural Disor-




thesystem,bringing itmore in linewithcurrent evidence,prac-
tice, and human rights standards.
Theaimofthisarticle is topresent thebackground,evidence
base, and rationale for the proposed revisions to the ICD-10
grouping Disorders of sexual preference (F65), detailed diag-
nostic guidelines which are found in theClinical Descriptions
andDiagnosticGuidelines for ICD-10MentalandBehavioural
Disorders (WHO, 1992a). TheWHODepartment ofMental
Health andSubstanceAbuse has technical responsibility for
managing the activities involved in the current revision of the
ICD-10 and in 2007 appointed an international advisory group
to assist in this process. The advisory group has provided a
description of the general principles underlying the develop-
mentof theclassificationofMental andBehaviouralDisorders
in ICD-11 (International Advisory Group for the Revision of
ICD-10 Mental and Behavioural Disorders, 2011). With the
consultationof the advisorygroup, a series ofworkinggroups
was appointed to review available evidence, to develop pro-
posals for changes to the ICD-10 Mental and Behavioural
disorders categories, and to draft diagnostic guidelines for
the categories within their area of responsibility. All working
groups were required to be multidisciplinary and to include
representation of all WHO global regions, including a sub-
stantial representationof low-andmiddle-incomecountries.A
detailed descriptionof the diagnostic guidance beingdeveloped
byworking groups has been provided (International Advisory
Group for the Revision of ICD-10 Mental and Behavioural
Disorders, 2011), andarticles describingproposals in specific
disorder areashavebeenpublishedelsewhere (e.g.,Drescher,
Cohen-Kettenis,&Reed,2016;Maerckeretal.,2013;Reedetal.
2016a, b; Stein et al., 2016).
In relation to the ICD-10Mental andBehaviouralDisorder
categories related to sexuality, sexual behavior, and gender
identity, the WHO Department of Mental Health and Sub-
stance Abuse jointly appointed aWorking Group on Sexual
Disorders and Sexual Health (WGSDSH) withWHODepart-
ment of Reproductive Health and Research. This dual spon-
sorshipwas seen as important because of potentially overlap-
ping areas of responsibility, knowledge, and expertise. The
WGSDSH’s chargewas informedby thepublic healthmission
of theWHOand the primary public health purpose of the ICD.
In addition to providing the global standard for the collection
and reporting of information about morbidity and mortality,
manyWHOmemberstatesusetheICDasaframeworkfordefin-
ing their obligations to provide free or subsidized healthcare
services to their citizens (InternationalAdvisoryGroup for the
Revisionof ICD-10Mental andBehaviouralDisorders, 2011).
TheWHODepartmentofMentalHealth andSubstanceAbuse
has indicated that developing amore effective tool for helping
WHOmembercountries toreduce thediseaseburdenassociated
with mental disorders is a central goal for ICD-11’s develop-
ment andhas identified improving theclassification’s clinical
utilityandglobalapplicabilityascriticalmeansofachieving that
goal.
The specific tasks of theWGSDSH included the review of
available evidence and the development of proposals formod-
ificationof the categories, definitions, andguidelines for disor-
ders related to sexual orientation, gender identity, sexual behav-
iors, and sexual dysfunctions that hadbeen included in the chap-
ter onMental and Behavioural Disorders in the ICD-10. The
WGSDSHwas also asked to evaluate the proposals in this area
for theAmericanPsychiatricAssociation’sDSM-5(American
PsychiatricAssociation, 2013), at that time in preparation, and
to examine their clinical utility and global applicability. The
WGSDSHwas further asked to draft diagnostic guidelines for
the proposed categories in linewith specifications provided by
theWHODepartmentofMentalHealth andSubstanceAbuse
(First, Reed, Hyman, & Saxena, 2015).
In taking up its charge, theWGSDSH consideredmultiple
sources of information. A literature search was completed in
Ovid,MEDLINE,PubMed,PsychINFO,andScopusfrom1948
to thepresent.Relevantpolicydocumentsandrelated literature
were provided by theWorldHealthOrganization, including
theclassificationsofsexualdisorders inICDfromICD-6(WHO,
1948) to the present. In particular, theWorkingGroup reviewed
the ICD-10ClinicalDescriptions andDiagnosticGuidelines in
the relevant areas for the purposes of identifying problematic
elements in termsof reliability, validity,andclinicalutility that
mightneed tobe revised. Inaddition, submissionofproposals
for revisions to ICD-10 had been encouraged byWHO begin-
ning in 2008 and could be submitted in three languages. Pro-
posals relevant to the areas of theWGSDSH’s responsibility
were received fromavariety of scientific societies, professional
associations, and advocacy organizations, aswell as from sev-
eral individual experts. In addition,proposals for theclassifica-
tionof sexualdisordersandsexualhealth in ICD-11wereunder-





responsibility have been published elsewhere, including pro-
posals related to the ICD-10categories focusedonsexualorien-
tation (Cochranet al., 2014) and the ICD-10categories focused
on gender identity (Drescher et al., 2012, 2016). This article
reviews the evidence base, rationale, and recommendations
for Paraphilic Disorders categories in ICD-11. The propos-
als described in this article were originally developed by the
WGSDSHand thenweremodified by theWGSDSH follow-
ing international review and subsequent expert consultation
conducted byWHO.1 The proposals described in this article
will be tested in a series of field studies (Keeley et al., 2015)
andwill alsobemadeavailable for reviewandcomment (Reed
etal.,2016a,b).WHOwill revise thediagnosticguidelinesbased
on the study results and thecomments receivedprior to the antic-
ipated approval of the ICD-11by theWorldHealthAssembly in
2018.
History of Paraphilic Disorders in the ICD
TheWHOwas founded in1948andassumedresponsibility for
the revisionandmaintenanceof the ICDasof that timeasapart
of its constitutional responsibilities. Editions of the ICDprior
to the ICD-6 exclusively contained a classification ofmortal-
ity(thefirstversionwascalled‘‘TheInternationalListofCauses
ofDeath’’) (WHO, 1993). Itwas not until the ICD-6 approved
by the newly establishedWorld Health Assembly during the
same year that theWHOwas founded that a classification of
morbidity, includingmentaldisorders,was includedin theclas-
sification. The ICD-6 chapter onMental, Psychoneurotic, and
PersonalityDisorders contained the category SexualDeviation
(WHO, 1948). Inclusion termswere used to designate specific
phenomena that shouldbeassignedtoaparticularcategory that
donothave their own, separate categorical designation. In the
ICD-6,exhibitionism,fetishism,pathologicsexuality,andsadism
were listed as inclusion terms under the category Sexual Devia-
tion. In the ICD-7, approved in1955, this sectionof the classi-
fication was unchanged (WHO, 1955). The ICD-8, approved
in 1965, ushered in a substantial expansion of categories related





sion terms for Other Sexual Deviation (WHO, 1965).
The ICD-9, approved in 1975, included a grouping of Sexual
Disorders and Deviation in the chapter onMental Disorders
(WHO, 1977).2 This grouping included specific categories for
Homosexuality,Bestiality, Paedophilia, Transvestism,Exhibi-
tionism,Trans-Sexualism,Disorders of Psychosexual Identity,
Frigidity and Impotence, andOther SexualDeviation orDisor-
der. Among the inclusion terms for Other Sexual Deviation or
Disorder were fetishism,masochism, and sadism. The ICD-9
was the first version of the ICD classification to include def-
initions for eachcondition in thechapteronMentalDisorders.
Prior to that,nodefinitionsorotherdiagnosticguidancehadbeen
provided for any condition in the ICD.
Definitions for somecategories related toparaphilias in the
ICD-9 focused exclusively on specific sexual behaviors with
no reference to arousal pattern. For example, Bestiality was
defined as‘‘Sexual or anal intercoursewith animals’’(WHO,
1977, p. 196), and Paedophilia was defined as‘‘Sexual devi-
ations in which an adult engages in sexual activitywith a child
of the sameoropposite sex’’(p. 196).However, forExhibition-
ism, the ideaof apreferential arousal patternwas introduced:
‘‘Sexual deviation inwhich themain sexual pleasure and grat-
ification is derived from exposure of the genitals to a person of
the opposite sex’’(WHO, 1977, p. 197). The ICD-9 definition
for Transvestism described this condition as being based on a
specific arousal pattern anddistinguished it from issues related
to gender identity:‘‘Sexual deviation inwhich sexual pleasure
is derived fromdressing in clothes of the opposite sex.There is
no consistent attempt to take on the identity or behavior of the
opposite sex’’(WHO, 1977, p. 197).
The ICD-10—currently the officialWHOclassification of
diseases and disorders—was approved in 1990 (WHO, 1992b).
Disorders related to paraphilias were given their own grouping
in the ICD-10 chapter onMental and Behavioural Disorders,
called Disorders of sexual preference (F65). This grouping
included F65.0 Fetishism, F65.1 Fetishistic Transvestism,
F65.2 Exhibitionism, F65.3 Voyeurism, F65.4 Paedophilia,
F65.5 Sadomasochism, F65.6Multiple Disorders of Sexual
Preference, and F65.8OtherDisorders of Sexual Preference
(WorldHealthOrganization, 1992a).3Diagnostic requirements
for these categories as provided in the Clinical Descriptions
and Diagnostic Guidelines (CDDG) for ICD-10 Mental and
BehaviouralDisorders (WorldHealthOrganization, 1992a) are
shown in Table 1.
1 The review process conducted by the WHOwas internal.
2 The ICD-9-CM (ClinicalModification),whichwas in use until October
1, 2015, in the USA, is an adaptation of the ICD-9 for clinical use in the
USA, originally published in 1979. U.S. National Center for Health Sta-
tistics (2011). International Classification of Diseases, 9th revision, Clin-
ical Modification. Retrieved from http://www.cdc.gov/nchs/icd/icd9cm.
htm.
3 Homosexuality was removed as a diagnosis in ICD-10, approved in
1990.A category ofEgodystonic SexualOrientationwas retained in ICD-
10, but not as a part of the Disorders of sexual preference (F65) grouping
(see Cochran et al., 2014).
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Considerations in Conceptualizing Paraphilic
Disorders for ICD-11
Cochran et al. (2014) described several principles that were
important to theWGSDSH’sconsiderationof thecircumstances
underwhichpatternsofsexualarousalandsexualbehaviormight
beconceptualizedasmentaldisorders.Thefirstprinciple is related
to the ICD’sprimary functionasaglobal publichealth tool that
provides the framework for international publichealth surveil-
lance, health reporting, and the calculationofdiseaseburden
anddisability.ManyWHOmembercountrieshavealsoextended
theusesof the ICDbyusing it as a framework for defining their
obligations for defining free or subsidized treatment (Interna-
tional AdvisoryGroup for the Revision of ICD-10Mental and
Behavioural Disorders, 2011). In the context of Paraphilic
Disorders, it isofcentral relevance fromWHO’sperspective to
distinguish conditions that are relevant to public health and
indicate the need for health services from those that aremerely
descriptions of private behaviors that do not have an apprecia-
blepublichealth impactandforwhich treatment isneither indi-
catednot sought.The ICD-10classificationofDisordersof sex-
ualpreference,which inmanycasesmerelydescribes the sexual
behavior involved (e.g.,‘‘Thewearing of clothes of the opposite
sexprincipally toobtainsexualexcitement’’),didnotaddress the
issue of their public health relevance. A complex consideration
ofunderwhatcircumstancesatypicalsexualbehaviors represent
conditions of public health significance and clinical importance
hasbeenperhaps themost importantdriverof proposedchanges
for the ICD-11 classification of Paraphilic Disorders.
Second, there are a variety of circumstances under which
individualsmayseekormaybenefit frommentalhealth services
that do not represent disorders or diseases. The ICD-10 rec-
ognized this through the inclusionofa setofcategories referred
to as‘‘Factors Influencing Health Status and Encounters with
Health Services.’’The ICD-10 described the use of these cat-
egories as appropriate‘‘when a personwhomayormaynot be
sick encounters the health services for some specific purpose,
suchas to receive limitedcare…or todiscussaproblemwhich
is in itself not a disease or injury’’(WorldHealthOrganization,
1992b, p. 1125). The corresponding proposed chapter in ICD-
11 includes categories for‘‘Counseling related to sexuality,’’
which may include health services provided related to issues
of sexual knowledge, sexual attitudes, sexual behavior, and
sexual relationships that are not considered to represent disor-
ders. That is, it is not necessary to diagnose a disorder simply
to indicate a need for counseling or information related to sex-
ualityand,conversely,aperceivedneedfor this typeof interven-
tion does not automatically indicate the presence of a disorder.
A thirdcritical issuewhenconsideringhowParaphilicDisor-
ders should be conceptualized is ICD-10’s explicit statement
that‘‘Social deviance or conflict alone, without personal dys-
function, should not be included inmental disorder as defined
here’’(WorldHealthOrganization, 1992a, p. 5). Cochran et al.
pointed out that a variety of factors related to social environ-
mental stressors and cultural norms related to sexuality (e.g.,
stigmatization, rejection, isolation, and criminalization) can
haveprofound impactsonpsychologicalexperiencesandbehav-
iors that do not necessarily reflect an underlying sexual dis-
order.‘‘In addition, social or political disapproval has resulted
at times in abuse of diagnoses—especially psychiatric diag-
noses—to harass, silence, or imprison personswhose behav-
ior violates social normsorchallengesexistingauthority struc-
tures’’(p. 674). If a pattern of behaviors has no importance in
terms of public health surveillance and reporting and does not
have clinical importance in indicating a need for treatment or
its associationwithdistressor functional impairment, then the
basis for defining that behavior pattern as a disease entity is
highly questionable andmay serve primarily to convey social
judgmentabout thatbehavior.Cochranetal. concludedthat the
social deviance exclusion was critically important in consid-
ering this issue:‘‘If a disease label is to be attached to a social
condition, it is essential that it hasademonstrableclinicalutility,
for example, by identifying a legitimatemental health need, and
its use should not exacerbate existing stigma, violence and dis-
crimination’’(p. 674).
Review of Literature
Literature searches for articles using the terms paraphilias or
Disorders of sexual preference and the international classifi-
cation of diseases were conducted and yielded only a small
number of articles,most ofwhichwere not relevant. Given the
relevanceofarticlesaboutparaphilias in thediagnosticandsta-
tisticalmanualsof theAmericanPsychiatricAssociation, these
were also reviewed. Among the articles so identified, Gayford
(1997) reviewed the ICD-10 Disorders of sexual preference
and theDSMparaphilias and concluded that,‘‘To consider all
Disorders of sexual preferences as equally pathological, or to
tar all paraphiliacs with the same brush, is unfair andmislead-
ing.Harmless pleasure, dangerous activity and abuse of others
are aspects that have to be evaluated, taking into consideration
both the legal andmoraldimensions’’(p. 313).Ahlers, Schaefer,
and Beier (2006) compared the sexual disorder diagnoses in
DSM-IVand ICD-10 and concluded thatDSM-IVwasmore
precise and that somedisorderswerenot nameddespite their
clinical relevanceandsuggested that improvementwasneeded
in the classification system. Berner, Berger, and Hill (2003)
reviewedsexual sadism in ICD-10andDSM-IVandnoted that
sadomasochism was combined in ICD-10 and separated into
sadism and masochism in DSM-IV. They concluded that sex-
ualsadism(butnotmasochism)wasanimportant riskfactorfor
sexualoffending.BernerandBriken (2007) revieweddiagnoses
in DSM-IV and ICD-10 and noted that paraphilic symptoms
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Table 1 ICD-10 definitions and diagnostic guidelines for F65 Disorders of sexual preference (WHO, 1992a)
Diagnosis Description and diagnostic guidelines
F65.0 Fetishism Reliance on some non-living object as a stimulus for sexual arousal and sexual gratification. Many fetishes are
extensions of the human body, such as articles of clothing or footware. Other common examples are
characterized by some particular texture such as rubber, plastic, or leather. Fetish objects vary in their
importance to the individual: in some cases they serve simply to enhance sexual excitement achieved in
ordinary ways (e.g. having the partner wear a particular garment)
Diagnostic guidelines
Fetishismshouldbediagnosedonly if the fetish is themost important sourceofsexual stimulationoressential for
satisfactory sexual response
Fetishistic fantasies are common, but they do not amount to a disorder unless they lead to rituals that are so
compelling and unacceptable as to interfere with sexual intercourse and cause the individual distress
Fetishism is limited almost exclusively to males
F65.1 Fetishistic transvestism The wearing of clothes of the opposite sex principally to obtain sexual excitement
Diagnostic guidelines
The disorder is to be distinguished from simple fetishism in that the fetishistic articles of clothing are not only
worn, but worn also to create the appearance of a person of the opposite sex. Usually more than one article is
worn and often a complete outfit, plus wig and makeup. Fetishistic transvestism is distinguished from
transsexual transvestism by its clear association with sexual arousal and the strong desire to remove the
clothing once orgasm occurs and sexual arousal declines. A history of fetishistic transvestism is commonly
reported as an earlier phase by transsexuals and probably represents a stage in the development of
transsexualism in such cases
Includes: Transvestic fetishism
F65.2 Exhibitionism Arecurrent orpersistent tendency toexpose thegenitalia to strangers (usuallyof theopposite sex) or topeople in
public places, without inviting or intending closer contact. There is usually, but not invariably, sexual
excitement at the timeof the exposure and the act is commonly followedbymasturbation.This tendencymay
be manifest only at times of emotional stress or crises, interspersed with long periods without such overt
behaviour
Diagnostic guidelines
Exhibitionism is almost entirely limited to heterosexual males who expose to females, adult or adolescent,
usually confronting them from a safe distance in some public place. For some, exhibitionism is their only
sexual outlet, but others continue the habit simultaneously with an active sex life within long-standing
relationships, although their urges may become more pressing at times of conflict in those relationships,
although their urgesmay becomemore pressing at times of conflict in those relationships.Most exhibitionists
find their urges difficult to control and ego-alien. If thewitness appears shocked, frightened, or impressed, the
exhibitionist’s excitement is often heightened
F65.3 Voyeurism Arecurrent orpersistent tendency to lookat people engaging in sexual or intimatebehaviour suchasundressing.
Thisusually leads to sexual excitement andmasturbationand is carriedoutwithout theobservedpeoplebeing
aware
F65.4 Paedophilia A sexual preference for children, usually of prepubertal or early pubertal age. Some paedophiles are attracted
only to girls, others only to boys, and others again are interested in both sexes
Paedophilia is rarely identified inwomen.Contacts between adults and sexuallymature adolescents are socially
disapproved, especially if the participants are of the same sex, but are not necessarily associated with
paedophilia. An isolated incident, especially if the perpetrator is himself an adolescent, does not establish the
presence of the persistent or predominant tendency required for the diagnosis. Included among paedophiles,
however, aremenwho retain a preference for adult sex partners but, because they are chronically frustrated in
achieving appropriate contacts, habitually turn to children as substitutes.Menwho sexuallymolest their own
prepubertal children occasionally approach other children as well, but in either case their behaviour is
indicative of paedophilia
F65.5 Sadomasochism A preference for sexual activity that involves bondage or the infliction of pain or humiliation. If the individual
prefers to be the recipient of such stimulation this is called masochism; if the provider, sadism. Often an
individual obtains sexual excitement from both sadistic and masochistic activities
Mild degrees of sadomasochistic stimulation are commonly used to enhance otherwise normal sexual activity.
This category should be used only if sadomasochistic activity is the most important source of stimulation or
necessary for sexual gratification
Sexual sadism is sometimes difficult to distinguish from cruelty in sexual situations or anger unrelated to




sometimes progressed to obsessive or addictive forms asso-
ciatedwith loss of self-control, but could alsooccur as single
incidents or as episodic events.
Reiersøl and Skeid (2006) argued that the three diagnostic
categories in ICD-10: Fetishism (F65.0), Fetishistic Trans-
vestism (F65.1), and Sadomasochism (F65.5), should not be
consideredillnessesandshouldberemovedfromtheICD.They
arguedthat thesedisorders involvedbehaviors thatwereconsen-
sual and did not involve harm to self or others, pointing out that,
in ICD-10, an individual can be diagnosed with these disorders
solely because they practice the relevant behavior, without
regard toitshealthormentalhealthconsequencesorassociated
distress and disability. Reiersøl and Skeid further argued that
these diagnoses represented the stigmatizationof socially atyp-
ical behavior and of the individuals with such sexual interests
anddidnotmeet the requirements forbeingconsideredamen-
tal disorder.They further suggested that distress or shame that
individuals experience related to their sexual preferencemight
grow out of societal disapproval rather than representing an
integral aspect of the sexual preference itself. This sugges-
tion is consistent with previous research on theminority stress
model among lesbian, gay, and bisexual populations (Meyer,
2003).
Laws governing sadomasochistic activities in some coun-
trieshavebeenchallenged(Bennett,2013;Green,2001),andthe
United Nations had called upon member states to ensure that
individuals can freely express their sexuality (UnitedNations
High Commissioner for Human Rights, 2011; World Health
Organization, 2015).According to theNordic Centre forClas-
sifications in Health Care, the WHOCollaborating Center for
classifications that comprises the government health statistics
agencies for these countries, several Scandinavian countries
havebeenresponsiveto these issuesbymodifyingtheirnational
lists of officially accepted ICD-10 diagnoses by removing
several categories from the Disorder of sexual preference
(F65) grouping (Nordic Centre for Classifications in Health
Care, 2015). Denmark removed the category Sadomasochism
in 1995. In 2009, Sweden removed the categories Fetishism,
Fetishistic Transvestism, Sadomasochism, andMultiple Disor-
ders of Sexual Preference, and these same categories were
removedbyNorwayin2010andbyFinlandin2011.Theunusual
step of countries removing ICD diagnoses from their national
classificationsclearlyconstitutesacriticismoftheir inclusionina
diagnostic manual of mental disorders.
Major Recommendations and Discussion
The following sections summarize themajor changes proposed
by the WGSDSH for the ICD-11 classification of Paraphilic
Disorders, as compared to the ICD-10 classification ofDisor-
dersof sexualpreferenceandtherationale for the recommended
changes.
RenamingSectionF65Disorders of SexualPreference
to Paraphilic Disorders and Overall Definition
The WGSDSH has recommended that a new section named
Paraphilic Disorders replace the current ICD-10 section F65,
Disorders of sexual preference. This new term better repre-
sents the content of this section, which includes entities that
involve atypical sexual interests andwhich additionallymeet
the general definition of a mental disorder (International Advi-
soryGroup for theRevision of ICD-10Mental andBehavioural
Disorders, 2011). That is, themere fact that an individual has an
‘‘atypical’’pattern of sexual arousal in the sense that it differs
fromwhatmay be arousing tomost other people or fromwhat
Table 1 continued
Diagnosis Description and diagnostic guidelines
F65.6 Multiple Disorders of Sexual
Preference
Sometimesmore thanonedisorderof sexual preferenceoccurs inonepersonandnonehasclearprecedence.The
most common combination is fetishism, transvestism, and sadomasochism
F65.8 Other Disorders of Sexual
Preference
Avariety of other patterns of sexual preference and activitymayoccur, each being relatively uncommon.These
include suchactivities asmakingobscene telephone calls, rubbingup against people for sexual stimulation in
crowded public places (frotteurism), sexual activity with animals, use of strangulation or anoxia for
intensifying sexual excitement, and a preference for partners with some particular anatomical abnormality
such as an amputated limb
Eroticpractices are toodiverse andmany too rareor idiosyncratic to justify a separate termforeach.Swallowing
urine, smearing feces, or piercing foreskin or nipples may be part of the behavioural repertoire in
sadomasochism. Masturbatory rituals of various kinds are common, but the more extreme practices, such as
the insertion of objects into the rectumor penile urethra, or partial self-strangulation,when they take the place
of ordinary sexual contacts, amount to abnormalities. Necrophilia should also be coded here
Includes: frotteurism, necrophilia
F65.9Disorder of sexual preference,
unspecified




does not indicate that the individual has a mental disorder.
In defining what constitutes a Paraphilic Disorder, the
WGSDSHconsidered that simply namingor describing speci-
fic sexual interest orbehaviors, as in ICD-10,wasnot sufficient
as abasis for definitions anddiagnostic guidelines forParaphilic
Disorders in ICD-11.Specific sexual behaviorsmayoccur for
avarietyof reasons; theWGSDSHhasproposed that thediag-
nostic requirements for ParaphilicDisorders include anunder-
lying pattern of persistent and intense atypical sexual arousal,
manifested by sexual thoughts, fantasies, urges, and/or behav-
iors.Moreover, theWGSDSHconsideredwhich typesof atyp-
ical sexual arousal patterns should be considered to be impor-
tant fromWHO’s perspective as a public health agency and,
through their inclusion in the ICD-11, shouldbedesignatedas
appropriate targets for health services andpublic health report-
ing.TheWGSDSHhas recommended inclusion in the ICD-11
of arousal patterns whose focus involves others whose age or
status renders themunwillingorunable to consent (e.g., prepu-
bertalchildren,anunsuspectingindividualbeingviewedthrough
awindow, ananimal), inwhich the individualhas actedon the
arousal pattern or is markedly distressed by it. In addition,
arousal patterns that do involve consenting adults or solitary
behaviorsshouldbediagnosableasParaphilicDisorderswhen:
(1) the individual is markedly distressed by the nature of the
arousal pattern and the distress is not simply a consequence
of rejection or feared rejection of the arousal pattern by others
or (2) the nature of the paraphilic behavior involves significant
risk of injury or death.Theproposedgeneral definition for Para-
philic Disorders (World Health Organization, 2016) is given
in Table 2.
Deletion of F65.0 Fetishism, F65.1 Fetishistic
Transvestism, F65.5 Sadomasochism, and F65.6
Multiple Disorder of Sexual Preference
TheWGSDSH has recommended the removal of the three of
the named diagnostic categories currently included in ICD-
10 Disorders of sexual preference (F65) from the ICD-11:
Fetishism,FetishisticTransvestism,andSadomasochism.These
conditions involved consensual or solitary sexual activity that
do not involve inherent harm to self or others and are not nec-
essarily distressing to the individual or associated with func-
tional impairment. Therefore, theWGSDSHdid not consider
these arousal patterns per se to representmental disorders or
to be an appropriate focus of public health surveillance and
reporting, but more accurately as variants in sexual arousal.
The inclusionof thesediagnoses can thereforebe seenas incon-
sistent with human rights principles endorsed by the UN and
theWHO(Drewet al., 2011) by stigmatizing those individuals
practicing such behaviorwithout clinical or public health ben-
efit. There was no justification for maintaining an ostensible
requirement that WHO member states collect statistics on
these conditions and report on them to WHO. According to
current ICD-11 proposals (see sections below), cases in which
these arousal patterns are associated with marked distress or
significant riskof injuryordeathcouldbeaccommodatedunder
other categories in the ICD-11.ThecategoryofMultipleDisor-
ders of Sexual Preference was also recommended for deletion
because it is not clinically informative. Instead, if an individual
meets thediagnostic requirements formore thanoneParaphilic
Disorder in ICD-11, multiple diagnoses may be assigned. This
is consistent with the diagnostic conventions used with other
Mental and Behavioural Disorders and throughout the ICD-
11 classification.
Inclusion of Exhibitionistic Disorder, Voyeuristic
Disorder, Pedophilic Disorder, Coercive Sexual
Sadism Disorder, and Frotteuristic Disorder
Basedontheaboveprinciples, theWGSDSHhasrecommended
the inclusion of five specifically namedParaphilicDisorder cat-
egories in the ICD-11: Exhibitionistic Disorder, Voyeuristic
Disorder,PedophilicDisorder,CoerciveSexualSadismDisor-
der, andFrotteuristicDisorder.Although therewere very few
specific criticisms in the literature that focus on these categories




La˚ngstro¨m, 2010),whichwas also considered by theWGSDSH.
Someauthors had suggested complete eliminationofParaphilic
Disorder from diagnosticmanuals (Moser&Kleinplatz, 2005),
arguing that their inclusion resulted in stigmatization of those
with atypical sexual interests and that these issueswere best left
to the legal system.This optionwas also considered for ICD-11.
However, the WGSDSH decided that patterns of atypical
sexual arousal that involved sexual behaviors thatwereharm-
ful to others by virtue of the fact that they involved actions
against non-consenting individuals constituted a mental dis-
order according to the definition accepted for ICD-11, aswell
as a legitimate public health issue fromWHO’s perspective.
These patterns present‘‘a clinically recognizable set of symp-
toms or behaviors associated in most cases with distress and
with interferencewith personal functions’’(InternationalAdvi-
soryGroup for theRevisionof ICD-10Mental andBehavioural
Disorders, 2011, p. 87). Interferencewith functioning is gen-
erally interpreted to include causing some degree of harm to
the individual or to others. Excluded from this conception of
harm are the potentially negative social consequences (e.g.,
social exclusion) of having atypical sexual interests, so that
harm emanating from such social stigmatization against those
who have such interests would be excluded from the criteria
for diagnosing aparaphilic disorder.Thus, the proposeddef-
initions of ICD-11 Paraphilic Disorders have explicitly
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Table 2 ICD-11 proposed diagnostic guidelines for Paraphilic Disorders
Paraphilic Disorders, General Definition
Paraphilic disorders are characterized by persistent and intense patterns of atypical sexual arousal, manifested by sexual thoughts, fantasies, urges, or
behaviours, the focus ofwhich involves otherswhose age or status renders themunwilling or unable to consent and onwhich the person has acted or
bywhich heor she ismarkedlydistressed. Paraphilic disordersmay include arousal patterns involving solitary behaviours or consenting individuals
onlywhen these are associatedwithmarked distress that is not simply a result of rejection or feared rejection of the arousal pattern by others orwith
significant risk of injury or death
Diagnostic Guidelines for Paraphilic Disorders
Exhibitionistic Disorder
Essential (Required) Features:
Asustained, focusedand intensepatternof sexual arousal—asmanifestedbypersistent sexual thoughts, fantasies, urges, orbehaviours—that involves
exposing one’s genitals to an unsuspecting person in public places, usually without inviting or intending closer contact
The individual must have acted on these thoughts, fantasies or urges or be markedly distressed by them
Boundary with Other Disorders and Normality:
Bydefinition,ExhibitionisticDisorder specifically excludes consensual exhibitionistic behaviours that occurwith the consent of the personor persons
involved. Moreover, in some cultures there are socially sanctioned forms of public nudity, which do not constitute Exhibitionistic Disorder.
(Boundary with normality)
The occurrence or a history of behaviours involving exposing oneself to non-consenting individuals is insufficient to establish a diagnosis of
Exhibitionistic disorder. Rather, these behaviours must reflect a sustained, focused, and intense pattern of sexual arousal.When this is not the case,
other causes of the behaviour need to be considered. For example, exhibitionistic behaviours that do not reflect an underlying, persistent pattern of
sexual arousalmayoccur in the context of somemental and behavioural disorders, such asmanic episodes or dementia, or in the context of substance
intoxication. (Boundary with other mental and behavioural disorders, including substance intoxication)
Many sexual crimes involving exposing oneself in public may simply reflect actions or behaviours that are not associated with a sustained paraphilic
underlying arousal pattern. Rather, these behaviours may be transient and occur impulsively or opportunistically. The diagnosis of Exhibitionistic
disorder requires that thesebehavioursbeamanifestationof a sustained, focused, and intensepatternof sexual arousal. (Boundarywith sexual crimes
that do not involve a Paraphilic Disorder)
Voyeuristic Disorder
Essential (Required) Features:
Asustained, focusedand intensepatternof sexual arousal—asmanifestedbypersistent sexual thoughts, fantasies, urges, orbehaviours—that involves
stimuli such as observing an unsuspecting person who is naked, in the process of disrobing, or engaging in sexual activity
The individual must have acted on these thoughts, fantasies or urges or be markedly distressed by them
Boundary with Other Disorders and Normality:
Bydefinition,VoyeuristicDisorder specifically excludes consensual voyeuristic behaviours that occurwith the consent of the person or persons being
observed. (Boundary with normality)
The occurrence or a history of behaviours involving observing an unsuspecting individual who is naked, in the process of disrobing, or engaging in
sexual activity is insufficient to establish a diagnosis ofVoyeuristicDisorder. Rather, these behavioursmust reflect a sustained, focused, and intense
pattern of sexual arousal.When this is not the case, other causes of the behaviour need to be considered. For example, voyeuristic behaviours that do
not reflect an underlying, persistent pattern of sexual arousal may occur in the context of some mental and behavioural disorders, such as manic
episodes or dementia, or in the context of substance intoxication. (Boundary with other mental and behavioural disorders, including substance
intoxication)
Many sexual crimes involving observing non-consenting or unwilling others may simply reflect actions or behaviours that are not associated with a
sustainedunderlyingparaphilic arousal pattern.Rather, thesebehavioursmaybe transient andoccur impulsivelyor opportunistically. Thediagnosis
of Voyeuristic Disorder requires that these behaviours be a manifestation of a sustained, focused, and intense pattern of sexual arousal. (Boundary
with sexual crimes that do not involve a Paraphilic Disorder)
Additional Features:
The act of observing is for the purpose of achieving sexual excitement and does not necessarily involve an attempt to initiate sexual activity with the
personbeingobserved.Orgasmbymasturbationmayoccur during thevoyeuristic activity or later in response tomemories ofwhat the individual has
seen.More recently, so-called ‘video voyeurs’ have been describedwho use video equipment to record individuals in public or private placeswhere






A sustained, focused, and intense pattern of sexual arousal—as manifested by persistent sexual thoughts, fantasies, urges, or behaviours—involving
pre-pubertal children
The individual has acted on these thoughts, fantasies or urges or be markedly distressed by them
Boundary with Other Disorders and Normality:
A broad range of sexual behaviour with peersmay occur in children or adolescents. This diagnosis does not apply to sexual behaviours among pre- or
post-pubertal children with peers who are close in age. (Boundary with normality)
Theoccurrence or a history of sexual behaviours involvingpre-pubertal children is insufficient to establish a diagnosis of PedophilicDisorder. Rather,
these behaviours must reflect a sustained, focused, and intense pattern of pedophilic sexual arousal. When this is not the case, other causes of the
behaviour need tobeconsidered.For example, sexual behaviours involvingchildren that donot reflect anunderlying,persistent patternofpedophilic
sexual arousalmayoccur in the context of somemental and behavioural disorders, such asmanic episodes or dementia, or in the context of substance
intoxication. (Boundary with other mental and behavioural disorders, including substance intoxication)
Manysexualcrimes involvingpre-pubertal childrenarenot associatedwithanunderlying,persistentpatternofpedophilic sexualarousal.Rather, these
behaviours may be transient and occur impulsively or opportunistically. The diagnosis of Pedophilic Disorder requires that sexual behaviour
involving pre-pubertal children be a manifestation of a sustained, focused, and intense pattern of pedophilic sexual arousal. (Boundary with sexual
crimes that do not involve a Paraphilic Disorder)
Some adolescents present with a history of sexually abusing younger children. The diagnosis of Pedophilic Disorder should be applied with outmost
caution to adolescents. Unless there is a persistent pattern of such behaviour, reflecting a sustained, focused, and intense pattern of sexual arousal
focused on pre-pubertal children, the diagnosis of Pedophilic Disorder is inappropriate. (Boundary with sexually aggressive behaviour in
adolescents)
Additional Features:
Some individuals with Pedophilic Disorder are attracted only to males, others only to females, and others to both
Some individuals act on their pedophilic urges only with family members, while others have victims outside their immediate family or both
Coercive Sexual Sadism Disorder
Essential (Required) Features:
A sustained, focused and intense pattern of sexual arousal—asmanifested bypersistent sexual thoughts, fantasies, urges or behaviours—that involves
the infliction of physical or psychological suffering on a non-consenting person
The individual must have acted on these thoughts, fantasies or urges or be markedly distressed by them
Boundary with Other Disorders and Normality:
By definition, Coercive Sexual Sadism Disorder specifically excludes consensual sexual sadism and masochism. (Boundary with normality)
The occurrence or a history of sexual behaviours involving the infliction of physical or psychological suffering on non-consenting individuals is
insufficient to establish a diagnosis of Coercive Sexual Sadism Disorder. Rather, these behaviours must reflect a sustained, focused, and intense
pattern of coercive sexual sadistic arousal.When this is not the case, other causes of the behaviour need to be considered. For example, occasionally,
sexual behaviours involving the infliction of physical or psychological suffering on non-consenting individuals may occur in the context of amanic
episodeorwhile the individual isunder the influenceofsubstances,particularly stimulants,when thisdoesnot reflect anunderlying,persistentpattern
of sexual arousal. (Boundary with other mental and behavioural disorders, including substance intoxication)
Many sexual crimes involving non-consenting individuals who experience physical or psychological suffering as a result of the sexual crime are not
associated with an underlying, persistent pattern of sexual arousal. Rather, these behaviours may be transient and occur impulsively or
opportunistically. The diagnosis of Coercive Sexual Sadism Disorder requires that sexual behaviour involving the infliction of physical or
psychological suffering on non-consenting individuals be a manifestation of a sustained, focused, and intense pattern of sexual arousal. (Boundary
with sexual crimes that do not involve a Paraphilic Disorder)
Conduct-Dissocial Disorder is characterized by a pervasive pattern of disregard for and violation of the rights of others. Coercive or sadistic sexual
behaviours that occur in thecontextofConduct-DissocialDisorderbut that donot reflect anunderlying,persistent patternof sexual arousal involving
the infliction of physical or psychological suffering should not be used as a basis for diagnosingCoercive Sexual SadismDisorder. In cases inwhich






Asustained, focusedand intensepatternof sexual arousal—asmanifestedbypersistent sexual thoughts, fantasies, urges, orbehaviours—that involves
touching or rubbing against a non-consenting person in public places
The individual must have acted on these thoughts, fantasies or urges or be markedly distressed by them
Boundary with Other Disorders and Normality:
Bydefinition,FrotteuristicDisorder specifically excludesconsensual touchingor rubbing thatoccurwith theconsentof thepersonorpersons involved.
(Boundary with normality)
The occurrence or a history of behaviours involving sexual touching or rubbing against non-consenting individuals in public places is insufficient to
establish a diagnosis of Frotteuristic Disorder. Rather, these behaviours must reflect a sustained, focused, and intense pattern of frotteuristic sexual
arousal.When this is not the case, other causes of the behaviour need to be considered. For example, inappropriate touching or rubbing against others
that does not reflect an underlying, persistent pattern of sexual arousal may occur in the context of some mental and behavioural disorders, such as
manicepisodesordementia, or in thecontextof substance intoxication. (Boundarywithothermentalandbehaviouraldisorders, includingsubstance
intoxication)
Many sexual crimes involving inappropriate touching or rubbing against others are not associated with an underlying, persistent pattern of paraphilic
sexual arousal.Rather, thesebehavioursmaybe transient andoccur impulsivelyoropportunistically.Thediagnosis ofFrotteuristic disorder requires
that sexual touching or rubbing behaviours be a manifestation of a sustained, focused, and intense pattern of sexual arousal. (Boundary with sexual
crimes that do not involve a Paraphilic Disorder)
Other Paraphilic Disorder Involving Non-Consenting Individuals
Essential (Required) Features:
A sustained, focused and intense pattern of atypical sexual arousal, asmanifested by sexual thoughts, fantasies, urges, and/or behaviours, inwhich the
focus of the arousal pattern involves otherswhose age or status renders themunwilling or unable to consent that is not specifically described in anyof
the other named Paraphilic Disorders categories (e.g., arousal patterns involving corpses or animals)
The individual must have acted on these thoughts, fantasies or urges or be markedly distressed by them
The presentation does not satisfy the diagnostic requirements of Coercive sexual sadism disorder, Pedophilic disorder, Voyeuristic disorder,
Exhibitionistic disorder, or Frotteuristic disorder
Boundary with Other Disorders and Normality:
Other Paraphilic Disorder InvolvingNon-Consenting Individuals specifically excludes sexual behaviours that occurwith the consent of the person or
persons involved, provided that they are by age and status able to provide such consent. (Boundary with normality)
The occurrence or a history of sexual behaviours involving others whose age or status renders them unwilling or unable to consent is insufficient to
establish a diagnosis of Other Paraphilic Disorder InvolvingNon-Consenting Individuals. Rather, these sexual behaviours must reflect a sustained,
focused, and intense pattern of paraphilic sexual arousal. When this is not the case, other causes of the sexual behaviour need to be considered. For
example, sexual behaviours involving non-consenting individuals that do not reflect an underlying, persistent pattern of sexual arousalmay occur in
thecontextof somemental andbehaviouraldisorders, suchasmanicepisodesordementia,or in thecontextof substance intoxication. (Boundarywith
other mental and behavioural disorders, including substance intoxication)
Manysexual crimes involving non-consenting individualsmay simply reflect actions or behaviours that are not associatedwith a sustainedunderlying
paraphilic arousal pattern. Rather, these behaviours may be transient and occur impulsively or opportunistically. The diagnosis of Other Paraphilic
Disorder Involving Non-Consenting Individuals requires that these behaviours be a manifestation of a sustained, focused, and intense pattern of
paraphilic sexual arousal. (Boundary with sexual crimes that do not involve a Paraphilic Disorder)
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operationalized the harm associatedwith an atypical pattern
of sexual arousal by restricting it to sexual behaviors that are
harmful to self or others or which involve the individual being
markedlydistressedby thenatureof thearousalpattern inwhich
the distress is not simply a consequence of rejection or feared
rejection of the arousal pattern by others, or where the nature
of the paraphilic behavior involved significant risk of injury or
death (e.g., asphyxophilia). Moreover, it was further decided
that tomeet the definitional requirements for a paraphilic dis-
order, an individual had to act on this arousal pattern or be
markedly distressed by it.
The proposed named Paraphilic Disorder categories for
ICD-11 include twonewcategories:Coercive Sexual Sadism
Disorder and FrotteuristicDisorder. Coercive Sexual Sadism
DisordermustbedistinguishedfromsadomasochisticorBDSM
sexual practices (bondage and discipline, dominance and sub-
mission, and sadismandmasochism)characterizedbyconsen-
sual sexual preferences and activities. In a representativeAus-
tralian study,1.8%of sexuallyactive individuals (2.2%ofmen
and 1.3% of women) had engaged in BDSM sexual practices
during the previous year (Richters et al., 2008). Consensual
masochism and sadism as practiced in the community has not
been found tobeassociatedwithpoorpsychological and social
functioning(Krueger,2010a,b;Wismeijer&VanAssen,2013).
For the classification to suggest that these practices are them-
selves constitutive of a mental disorder stigmatizes those
Table 2 continued
Paraphilic Disorder Involving Solitary Behaviour or Consenting Individuals
Essential (Required) Features:
A sustained, focused and intense pattern of atypical sexual arousal, asmanifested by sexual thoughts, fantasies, urges, and/or behaviours that involves
consenting adults or solitary behaviour
One of the following two elements must be present:
(1)Theperson ismarkedlydistressed by the nature of the arousal pattern and the distress is not simply a consequence of rejection or feared rejection of
the arousal pattern by others; or
(2) The nature of the paraphilic behaviour involves significant risk of injury or death either to the individual (e.g., asphyxophilia or achieving sexual
arousal by restriction of breathing) or to the partner (e.g., consensual sadism that results in injuries requiring medical treatment)
If the diagnosis is assigned based on significant risk of injury or death, this risk should be directly and immediately connected to the paraphilic
behaviour. For example, a presumed risk of increased exposure to sexually transmitted infections is not a sufficient basis for assigning this diagnosis
Boundary with Other Disorders and Normality:
The fact that an individual’s patternof sexual arousaldeviates fromsocialor culturalnorms isnot abasis for assigning thisdiagnosis.Anarousalpattern
that involves consenting adults or solitary behaviour and that is not associated with marked distress that is not simply a consequence of rejection or
feared rejection of the arousal pattern by others or with a significant risk of injury or death is not considered a disorder. (Boundary with normality)
The occurrence or a history of atypical sexual behaviours is insufficient to establish a diagnosis of ParaphilicDisorder InvolvingSolitaryBehaviour or
Consenting Individuals. Some atypical sexual behaviours may occur impulsively or opportunistically or as a means of personal and sexual
exploration and are not associatedwith a sustained underlying arousal pattern. The diagnosis of ParaphilicDisorder InvolvingSolitaryBehaviour or
Consenting Individuals requires that these behaviours be amanifestation of a sustained, focused, and intense pattern of paraphilic sexual arousal, in
addition to distress or significant risk of injury or death. (Boundary with normality)
Whendistress related toanarousalpattern involvingconsentingadultsor solitarybehaviour is entirelyattributable to rejectionor feared rejectionof the
arousal pattern byothers (e.g., a partner, family, society), a diagnosis of ParaphilicDisorder InvolvingSolitaryBehaviour orConsenting Individuals
should not be assigned. Instead, codes related to counseling interventions from the chapter on Factors Influencing Health Status and Contact with
Health Services may be considered. These include ‘Counseling related to sexual knowledge and sexual attitude’, ‘Counseling related to sexual
behaviour and sexual relationships of the patient’, and ‘Counseling related to sexual behaviour and sexual relationship of couple’. (Boundary with
normality and with counseling related to sexual knowledge, attitudes, behaviour, and relationships)
If distress related to rejection or feared rejection of the arousal pattern by others has reached a point that presenting symptoms meet the diagnostic
requirements for another mental disorder (e.g., Adjustment Disorder, a Depressive Disorder, an Anxiety Disorder), then that diagnosis should be
assigned (rather than Paraphilic Disorder Involving Solitary Behaviour or Consenting Individuals). (Boundary with other mental and behavioural
disorders)
Thisdiagnosis shouldnotbeapplied to individualswhoaredistressedabouthomosexualorbisexual sexualorientation. Ifan individual ispresenting for
treatment based on such distress, codes related to counseling interventions from the chapter on Factors Influencing Health Status and Contact with
Health Services may be considered. These include ‘Counseling related to sexual knowledge and sexual attitude’, ‘Counseling related to sexual
behaviour and sexual relationships of the patient’, and ‘Counseling related to sexual behaviour and sexual relationship of couple’. If the pattern of
distress-related symptoms meets the definitional requirements for another mental disorder (e.g., Adjustment Disorder, a Depressive Disorder, an
Anxiety Disorder), then that diagnosis should be assigned. (Boundary with distress related to sexual orientation)
Sexual behaviours that are atypical for the individual that do not reflect an underlying, persistent pattern of sexual arousal may occur in the context of
some mental and behavioural disorders, such as manic episodes or dementia, or in the context of substance intoxication. If the sexual behaviours
involved do not reflect an underlying, persistent pattern of sexual arousal, a diagnosis of Paraphilic Disorder Involving Solitary Behaviour or
Consenting Individuals should not be assigned. (Boundary with other mental and behavioural disorders, including substance intoxication)
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individuals practicing them without discernible public health
or clinical benefit (Cochran et al., 2014).
In contrast, CoerciveSexual SadismDisorder, as proposed,
involves thesexualarousal focusedonthe inflictionofphysical
or psychological suffering on a non-consenting person as the
core feature of the arousal pattern. This category is intended
toprovide specific forensic utility, as this patternhasbeen found
to be an important factor among individualswhowere treated in
forensic institutions (Becker, Stinson, Tromp,&Messer, 2003;
Berner et al., 2003; Briken, Bourget, &Dufour, 2014; Elwood,
Doren, & Thornton, 2010; Packard & Levenson, 2006) and
among individuals who had committed sexually motivated
homicides, where the rate of sexual sadism ranged from 37
to 75% (Krueger, 2010b). This new proposed nomenclature
of Coercive Sexual SadismDisorder was selected to clearly
distinguish this disorder from BDSM behaviors that are con-
sensual and do not involve substantial harm or risk of harm.
Instances of sexual masochism or sexual sadism involving
marked distress or significant risk of injury or death could still
be diagnosed under the category of Other Paraphilic Disorder
Involving Solitary Behaviour or Consenting Individuals.
Frotteuristic Disorder, although not a named paraphilia in
ICD-10,was includedasaseparatedisorderbecause frotteurism,
along with voyeurism and exhibitionism, has been found to
be among the most common of Paraphilic Disorders repor-
ted in clinical studies (Abel et al., 1987;Bradford, Boulet,&
Pawlak, 1992; La˚ngstro¨m, 2010; Templeman&Stinnett, 1991)
and in one epidemiological study (Ahlers et al., 2011) andhas
been reported as a significant problem in some countries (John-
son, Ostermeyer, Sikes, Nelsen, & Coverdale, 2014). This cat-
egory was also continued in the DSM-5, and including it in the
ICD-11 will enhance comparability across the two major diag-
nostic classifications.
Theproposed ICD-11ParaphilicDisorders categories (see
Table 2)were recommended for inclusionbasedon their clear
public heath utility and the need to develop and provide treat-
ments for individualswith thesedisorders.While there is little
information about the epidemiology of the paraphilic disor-
ders, it is clear that a substantial proportion of those commit-
ting sexual offenses have such disorders. In a sample of 5223
sex offenders treated over a 25-year period inNorthAmerica,
43% were diagnosed as being pedophiles (Maletzky, 2002),
andSeto(2004)reportedthat‘‘Conservatively, theprevalenceof
pedophilia amongmenwho commit sexual offenses against
children isaround50%,dependingon thecriterionused to iden-
tify pedophilia’’(p. 8), and Seto suggested (2008) a prevalence
rate of 1–3% for pedophilia in the male population. Eher, Ret-
tenberger,Matthes, andSchilling (2010) found that of a sample
of 114maleswhowere incarcerated for childmolestation in the
Austrian prison system, 74%had at least one paraphilic diag-
nosis, and 67% had a diagnosis of pedophilia.
Whiletheuseofthelegalsystemandpunishmentarecertainly
appropriatefor thosewhocommitsexualcrimes, includingwhen
such criminal behavior grows out of an underlying paraphilic
disorder, identification and treatment of these disorders are
important to reduce future risk (Hanson, Helmus, & Harris,
2015;Harris, Phenix, Hanson,&Thornton, 2003;Mann,Han-
son, & Thornton, 2010). TheWGSDSH is in no way suggest-
ing that sexual crimes associated with paraphilic disorders be
decriminalized; indeed, individualswho commit such crimes
should be held accountable for their actions and criminal sanc-
tions can be valuable and necessary in treating some individ-
uals with paraphilic disorders. However, failure to recognize
thatparaphilicdisorders areassociatedwithmanysexualcrimes
can result in lack of appropriate treatment, doing little to reduce
paraphilicallymotivatedcriminalbehavior.Additionally, recog-
nition of the importance of paraphilic disorders related to the
commission of some sexual crimeswould support recommen-
dations for resource allocation and appropriate structures to
provide such treatment within the criminal justice system.
WHO recognizes the potential impact that changes in diag-
nostic guidelines for paraphilic disorders may have on crim-
inal law and forensic practice, as well as on treatment avail-
ability. For this reason, WHO has initiated legal and policy
reviews in several countries in diverse regions to explore the
specific implications of the proposed changes for such issues
asmandatory reporting, culpability, sentencing, civil commit-
ment, and other forensic and clinical practices.
Creation of the Categories of Other Paraphilic
Disorder Involving Non-consenting Individuals
and Other Paraphilic Disorder Involving Solitary
Behavior or Consenting Individuals
In addition, as shown in Table 2, theWGSDSH recommended
the inclusionof the categoryOtherParaphilicDisorder Involv-
ing Non-Consenting Individuals in order to encompass other
paraphilic arousal patterns focused on others whose age or
status renders them unwilling or unable to consent that are not
specifically described in any of the other named Paraphilic
Disorders categories and that are not sufficiently commonor
well researched to include as named categories. Examples
include necrophilia (sexual arousal involving corpses) and
zoophilia (sexual arousal involving animals).
TheWGSDSHalso recommended the inclusionof the cate-
gory Other Paraphilic Disorder Involving Solitary Behaviour
or Consenting Individuals to describe persistent and intense
patterns of atypical sexual arousal—manifested by sexual
thoughts, fantasies,urges,and/orbehaviors—that involvecon-
senting adults or solitary behaviors, as long as either: (1) the
person ismarkedly distressed by the nature of the arousal pat-
tern and the distress is not simply a consequence of rejection
or feared rejection of the arousal pattern by others or (2) the
nature of the paraphilic behavior involves significant risk of




excludingdistresscausedbyrejectionor feared rejectionof the
arousal pattern by others has been included to help protect
against misuse of this paraphilic disorder category based on
social stigmatization alone.
Proposed Definitions and Diagnostic Guidelines
for Paraphilic Disorders in ICD-11
Theproposedgeneraldefinitionandspecificessential (required)
features for each Paraphilic Disorder proposed for inclusion
in ICD-11 are given in Table 2. Additionally, Table 2 includes
specificguidancedeveloped inorder toclearly demarcate each
Paraphilic Disorder from other disorders, from normality, and
from criminal behavior.
Given the atypical nature of various sexual arousal patterns
and the tendency forbehavior thatdeviates fromthemainstream
to be stigmatized, it is recognized that individuals with patterns
of atypical sexual arousal or behaviorwhodonotmeet the diag-
nostic requirements for Paraphilic Disordersmay experience
distressassociatedwith their sexual interests orbehavior, often
based on social stigmatization of negative attitudes on the part
ofapartner.Thesesituationsmaybeclassifiedusingcategories
that describe reasons for health encounters that are not con-
sidered tobediseasesordisorders, in the ICD-11chaptercalled
‘‘Factors influencing health status and contact with health
services’’(WorldHealthOrganization,2015).This chapter in-
cludesa seriesofcategories for counseling related to sexuality,
including counseling related to sexual knowledge and sexual
attitude, and counseling related to sexual behavior and sexual
relationships.
Continued Placement of the Paraphilic Disorders
Section in the Mental and Behavioural Disorders
Chapter of ICD-11
In the ICD-10, Disorders of sexual preference (F65) were
included in the chapter onMental and Behavioural Disorders.
According to current proposals for the ICD-11 (WorldHealth
Organization,2016), thecategories related to sexualdysfunc-
tions and gender identity will be moved out of the chapter on
Mental and Behavioural Disorders and into a new proposed
chapter on Conditions Related to Sexual Health, consistent
withWGSDSH recommendations. The rationale for this reas-
signment for sexual dysfunctions is that the ICD-10 classi-
fication of sexual dysfunctions is based on an artificial sep-
aration of‘‘organic’’and‘‘non-organic’’sexual dysfunctions that
is inconsistent with current evidence regarding the nature of
sexual functioningandwithcurrentpractice.Placementofsex-
ual dysfunctions in the new chapter will permit a more inte-
grated and clinically useful presentation of these conditions.
The rationale for not conceptualizinggender incongruence as
a mental disorder in ICD-11 has been described elsewhere
(Drescher et al., 2012, 2016).
Although the WGSDSH considered including Paraphilic
Disorders in this new chapter because of their inherently sex-
ual nature, theWGSDSHultimately recommended that Para-
philicDisorders remain in theMental andBehaviouralDisor-
ders chapter because they are considered to meet the general
requirements for diagnosis of a mental disorder and because
their status as mental disorders is important forensically. A
number of legal processes, including civil commitment, depend
on their identificationasmental disorders (First&Halon, 2008),
and removal of the disorders from this section could result in
undermining their accepted forensic usage and cast signifi-
cant doubt on this entire area of case lawand judicial practice.
Although there are certainly legitimate controversies in this
area(Janus,2004;Zonana,1997),changingtheir statusasmen-
tal disorders in the ICD-11was not considered by theWGSDSH
to be a helpful or thoughtful way to address them.
Comparison of ICD-11 Recommendations
with DSM-5
In order to understand the differences between the proposed
diagnostic guidelines in ParaphilicDisorders in the ICD-11 and
thediagnosticcriteria intheDSM-5, it is important tounderstand
the differences between the purposes of the two classifica-
tions and the roles of the organizations responsible for them
in developing international classifications for health. The 194
countries thatareWHOmemberstatesagree touse the ICDasa
framework for health information and reporting inorder to: (1)
monitor epidemics, threats to public health, and global burden
of disease; (2) assess progress toward meeting public health
objectives; (3) provide a framework for defining their obliga-
tions to provide free or subsidized health care to their pop-
ulations; (4) facilitate access to appropriate health care ser-
vices; (5) provide a basis for guidelines for care and standards
of practice; and (6) facilitate research intomore effective treat-
mentsandpreventionstrategies (InternationalAdvisoryGroup
for theRevisionof ICD-10Mental andBehaviouralDisorders,
2011). In other words, the mandate of the ICD is a pragmatic
one,basedonpublichealthandclinicalobjectives.Theguiding
question underlying the development of the ICD-11 can be
framed as follows: Based on the best evidence that we have
available today, what health categories should the world’s
global health authority tell its member states are important to
trackasabasis forpublichealth reportingandasabasis forstruc-
turing clinical care, and how should those categories be defined
and operationalized?
This is a substantially different set of objectives than those
that underlie theAmericanPsychiatricAssociation’sworkon
the DSM, which historically has been based on the perspec-
tives and concerns ofUSpsychiatrists. Inevitably, this leads to
differences—andshould lead todifferences—between the two
classifications (Kendell, 1991). The changes proposed for the
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Paraphilic Disorders in ICD-11 represent a major departure
from its predecessor system—ICD-10—developed during
the late 1980s. In contrast, the changes from DSM-IV-TR,
published in 2000, compared with DSM-5 are more modest
in scope. Inmanyways, theproposedchanges for ICD-11have
brought itmore in line with theDSM-5, including the removal
of the requirement that the arousal patterns involved in Para-
philic Disorders be exclusive or preferential.
Inacomparisonof theICD-10andtheDSM-IV,First (2009)
determined that there were definitional differences without an
apparent conceptual basis between the two systems in thePara-
philic Disorders categories that were compared (Fetishism,
FetishisticTransvestism, Exhibitionism,Voyeurism, andPae-
dophilia).Theproposed ICD-11diagnosticguidelines forPara-
philic Disorders are now conceptually closer to DSM-5 in that
they require a sustained, focused, and intense pattern of sexual
arousal—asmanifested bypersistent sexual thoughts, fantasies,
urges, or behaviors and also that the individual must have acted
onthese thoughts, fantasies,orurges,orbemarkedlydistressed
by them. This definition parallels the A criterion in the para-
philic definitions in DSM-5, which identifies a pattern of‘‘re-
current and intense sexual arousal’’and theB criterion,which
specifies that the person‘‘has acted on these sexual urgeswith
anonconsentingperson, or the sexual urges or fantasies cause
clinically significant distress or impairment in social, occu-
pational, or other important areas of functioning’’(American
Psychiatric Association, 2013).
On the other hand, there are significant differences between
the proposed ICD-11 Paraphilic Disorders andDSM-5. DSM-
5 includes Sexual Masochism Disorder, Fetishistic Disorder,
and Transvestic Disorder as mental disorders categories, but
these are not proposed as specific, named categories in ICD-
11. In ICD-11, these phenomenamay be diagnosed under the
category Other Paraphilic Disorder Involving Solitary Beha-
viour or Consenting Individuals if they are associated with
significant distress or significant risk of injury or death. ICD-
11 also uses a duration requirement that is more flexible than
the 6-month requirement for paraphilic disorder diagnoses in
DSM-5,which does not appear to have specific empirical sup-
port. Instead, the ICD-11 guidelines require a clinical judg-
ment that the arousal pattern is sustained, focused, and intense,
making clear that a single instance of behavior does not meet
this requirement. In keepingwith thegeneral principle for ICD
that interferencewith social roles (e.g., familyor employment)
should not be used as a diagnostic requirement unless it is
necessary to distinguish the disorder from normality (In-
ternationalAdvisoryGroup for theRevisionof ICD-10Mental
and Behavioural Disorders), this was not included as a diag-
nostic requirement, even though it is included relatively auto-
matically inDSM.DSM-5 also includes a specifier to indicate
whether individuals are in acontrolledenvironment,whichmay
beuseful for forensicpurposesandcouldbeconsidered for ICD-
11.DSM-5also includes aqualifier for full remission, forwhich
empirical support is very limited (First, 2014).
The evolution of the Paraphilic Disorders in the DSM and
ICD has recently been reviewed by Giami (2015), who con-
cluded that these classifications of sexual disorders reflect
contemporary sexual norms and have moved from a model
of pathologization or criminalization of non-reproductive
sexual behaviors to amodelwhich reflects sexualwell-being
and pathologizes the absence or limitation of consent in sex-
ual relations. In this regard, the proposals for ICD-11 go fur-
ther than the changes made in DSM-5, for example in the
removal of disorders diagnosed based on consenting behav-
iors that are not in and of themselves associatedwith distress
or functional impairment.
Next Steps
The proposed diagnostic guidelines for Paraphilic Disorders
are currently being assessed by WHO in field studies being
implemented in multiple languages through WHO’s Global
Clinical Practice Network (see http://gcp.network to register
in any of 9 languages), the results of which will be published
in due course. A detailed description of WHO’s field study
methodologies for ICD-11 Mental and Behavioural Disor-
ders has been provided by Keeley et al. (2015). The consti-
tuent categories and proposed brief glossary definitions for
Paraphilic Disorders are available for public review on the
WHOICD-11beta platform (http://apps.who.int/classifications/
icd11/browse/l-m/en), and registered users may provide com-
ments. The complete diagnostic guidelines will also be posted
for review and comment on http://gcp.network (Reed et al.,
2016a, b). The diagnostic guidelines will be further refined
based on study results and comments received.
Inaddition,asmentionedabove,WHOhasconduceda legal
andpolicyassessment inseveral countries regarding thepoten-
tial impact of the proposed changes for ParaphilicDisorders as
compared to ICD-10 on forensic practices and relevant national
policy.While it was not possible to conduct such an assessment
in all countries, participating countries were selected based
on representing different global regions, languages, and legal
traditions and include Brazil, Germany, India, Lebanon, Mex-
ico, and South Africa. These assessments have now been com-
pleted and are currently being analyzed, and the resultswill also
be published in due course.
This article also represents an effort to initiate a broader
scientific discussion regarding the changes proposed. The
diagnostic guidelineswill also bemade available for studies
by other investigators, as has been the case with guidelines
developed inotherareas [seeHansen,Hyland,Armour,Shevlin,




of thefinal versionof the diagnostic guidelines prior to approval
of the ICD-11 by theWorldHealthAssembly inMay 2018. It is
hoped that these effortswill produce a set of guidelines thatwill
facilitate the timely identification and effective treatment of
Paraphilic Disorders that are harmful to the individual or to
otherswhile respecting the rightsof individualswhoseatypical
sexual behavior is consensual and not harmful and will also
help to clarify the interaction between clinical and legal issues
in forensic and policy contexts.
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